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Abstract
Background: Mental disorders are common among the elderly with serious symptoms 
of depression and social isolation. This study was conducted to investigate the effect of laughter 
therapy (LT) on depression and quality of life (QOL) of the elderly living in Abadeh nursing homes.
Methods: This is a controlled semi-experimental study with a pre-test, post-test design. 
Ninety eligible ones of the elderly living in the Abadeh nursing homes and from July to September 
2017, entered the study. Some of the criteria for entering the study include being over 60 years 
old, orientation, not having blindness and deafness, lack of physical and mental problems. 
After determining the intervention and control groups, the scale of depression and QOL was 
administered to the subjects and their scores were collected in the pre-test. 
Results: Most of the study samples were in the intervention (35.55%) and control (37.77%) 
group in the age range of 60–69 years. In both intervention and control groups, respectively, 
31.11% and 68.88% elderly were males and females. The mean scores of depression in the 
intervention group after LT (M = 2.57) were lower than those before the intervention (M = 6.87) 
[CI = −5.58–(–3.02)] and also the results of independent t-test showed a statistically significant 
difference before and after the intervention between the two groups (P < 0.001). The mean score 
of dimensions of QOL after LT was higher than that before in the intervention and there was a 
statistically significant difference in all dimensions with paired t-test (P < 0.001). 
Conclusion: Since the implementation of this programme could improve the mental status 
and QOL of the elderly, this method of therapy can be used as an alternative or complementary 
model to enhance the health of the elderly.
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of health, medical and care services to different 
population groups, especially the elderly, is 
a kind of individual feeling of well-being and 
comes from the satisfaction or dissatisfaction 
with different aspects of life that are important 
to the individual. This concept encompasses 
the physical, psychological, social and spiritual 
functioning of individuals and is dependent on 
their political, cultural, economic and spiritual 
beliefs (8). QOL in old age is more important 
due to the specific physiological conditions 
of the elderly. QOL assessment has been a 
useful way of identifying the health and well-
being of the elderly as well as a criterion for 
determining the impact of provided treatments 
and cares (9). Laughter therapy (LT) has a 
special place in alternative and complementary 
medicine, in such a way that laughter is a 
universal, effective and low-cost drug with no 
side effects. The therapeutic benefits of laughter 
include improved blood circulation, skeletal-
muscular, gastrointestinal, and respiratory 
systems of the body, as well as hormones 
regulation, sleep and rest cycle regulation, 
and enhanced immune system performance 
(10). By reducing stress hormones like cortisol 
and increasing body readiness for coping with 
different kinds of distress, laughter can probably 
remove symptoms of disease like fatigue and 
consequently improve QOL (11). Taking care 
of the needs of the elderly and utilising their 
talents and abilities are key elements to bringing 
joyousness and happiness to the old age. Since 
pleasant emotions are very important to people's 
health and QOL, having a level of laughter 
can dramatically affect their health and social 
relationships with others. Researchers believe 
that if the elderly are regularly made to laugh, 
their sociability can be reinforced (12). The use of 
LT and physical activities in any age conditions 
can bring forth biological changes to enhance 
physical and mental health and increase self-
esteem (10). Therefore, in view of the prevalence 
of depression and QOL problems in the elderly 
and the noticeable importance of LT in their 
health, this study investigated the effect of this 
method on the level of depression and QOL of 
the elderly.
Methods 
Study Design
This is a controlled semi-experimental 
study with pre-test, post-test design in 2017. The 
study population consisted of the elderly living 
Introduction
Old age is a sensitive period of human life 
in which the elderly are exposed to potential 
threats such as the increase in affliction with 
chronic diseases, loneliness and isolation, 
and the lack of social support, by which their 
individual independence is threatened in many 
cases regarding their physical and mental 
inabilities (1). In addition, as the population 
of the elderly grows, the prevalence of mental 
inabilities increased, and this important issue 
has affected the health and social care systems 
that are currently under tremendous pressures. 
The World Health Organization (WHO) 
estimated the total number of the elderly in the 
world to be around 700 million in 2006, which 
is expected to double in the next 40 years (2). 
Also in Iran, the population over 60 years of 
age will be about 10 million by 2020 and more 
than 26 million by 2050 (3). As nations aged, 
the problems of the elderly are continuously 
increasing, and depression, as the most common 
mental disorder and general problem, has made 
human life a major health problem for the 
elderly. Different difficulties and issues such as 
loneliness, loss of outdoor jobs, restructuring 
of the family system from the extended to the 
nuclear one, and rapid economic, social, and 
cultural changes have oriented the elderly to 
social isolation and consequently a diminished 
level of dignity and respect among families and 
the younger generation (4). Clinical researchers 
believe that depression often occurs in 12%–
16% of the elderly, while 20%–30% of them 
sometimes show symptoms of depression (5). 
Depression lowers the quality of life (QOL) of 
the elderly and increases their dependence on 
others. In this regard, Ko and Hyun (6) reported 
that depression is a dangerous disease because 
they believe it increases the risk of death and 
disease-related deaths and reduces the QOL. 
Nurses play a very important role in seeking out 
the symptoms of depression in the elderly and 
providing them with nursing interventions and 
can enhance their QOL. With increasing age, 
there will be changes in various aspects such 
as physical weakness, impaired brain function, 
mental disorders such as loneliness, chronic 
illnesses and so on. Therefore, due to the above 
problems, they are susceptible to injury and 
decrease in their QOL, which this necessitates 
that they be paid attention and receive effective 
care systems in preventing unpleasant events (7). 
QOL, which is a new indicator of the provision 
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session lasted 1 h. Intervention in each session 
was performed in modes of playing musical and 
visual slides and humorous video clips (30 min), 
as well as holding happy and joyous games with 
prizes of humour telling (15 min) and joke telling 
(15 min). Patients had active and interactive 
participation in meetings by taking part in 
competitions and telling jokes. There were no 
plans for the control group, but to regard the 
ethics and motivate cooperation in completing 
the questionnaires, they were promised that such 
sessions will be implemented for in the future as 
well. After the training sessions were ended, the 
researcher gathered the subjects of both groups 
in one session and completed the questionnaires 
for them again. The criteria to enter the study 
included being over 60 years of age, having 
complete knowledge of time, place, and person, 
having no blindness and hearing loss, having 
no history of psychiatric hospitalisation and 
psychiatric treatment, having no experience 
of grief for the past six months, staying in a 
sanatorium for at least 6 months, not being 
afflicted with acute illnesses, and not taking 
temporary leave for more than a week during the 
study period.
Data Collection
Data were collected using two 
questionnaires of the elderly’s depression and 
SF-36 QOL. It should be noted that the first part 
of the questionnaires contained demographic 
questions. The SF-36 QOL questionnaire was 
first designed by Ware and Sherbourne in the 
United States in 1992 and also its reliability 
and validity were confirmed (15, 16). The 
questionnaire included 36 questions on eight 
subscales of physical functioning, limitations on 
role playing due to physical problems (physical 
role playing), limitations on role playing due to 
emotional problems (emotional role playing), 
social functioning, mental health, vitality, 
physical pain and general health (general 
understanding of health). Each of these eight 
subscales scores from 0 to 100, with higher 
scores indicating better QOL. Three-choice 
questions with scores (of 0, 50 and 100), five-
choice questions with scores (of 0, 25, 50, 75 
and 100) and six-choice questions with scores 
(of 0, 20, 40, 60, 80 and 100) were intended. 
The mean score of QOL subscales was 50, with 
higher and lower scores indicating high and low 
QOL, respectively (16, 17). The questionnaire 
was first translated and standardised in Persian 
by Montazeri and colleagues in Iran, with a 
in Abadeh 24 h nursing homes. Considering the 
95% confidence level and 80% test power as well 
as a maximum of 45-unit joint variance between 
the intervention and control groups, the sample 
size was taken to consist of 60 persons; it was 
considered of 90 persons with the possibility 
of some subjects’ withdrawal that from July–
September 2017, they entered the study. At 
first, using a census out of 1200 subjects, 570 
samples were considered eligible and then using 
random sampling, 90 persons were selected and 
randomly divided into control and intervention 
groups, so that 45 persons through simple 
random allocation were assigned in each group 
(Figure 1). In the above study, coin throwing 
method was used for simple randomisation. It is 
commonly used to generate random sequences in 
the two-group trials in such a way that one of the 
study groups considers the milk and the other 
group as the line and based on the size of the 
sample, the same number of stocks are scattered 
and they will randomly into two groups. Geier 
et al. (13) also in their study used the coin toss 
to produce a random sequence. In order to 
hide accidental allocation, non-transparent 
envelopes are stamped and sealed with the 
random sequence was used. After creating 
random sequences with the method based on 
the sample size, number of non-transparent 
envelope provided and each randomly generated 
sequences were recorded on a card and the card 
was placed inside the envelopes respectively. 
In order to maintain the random sequence, 
numbered pockets on the exterior was the same 
way. Finally, the lids of the letter envelopes 
were glued and placed inside a box, respectively. 
At the beginning of the registration of the 
participants, according to the order of entry of 
the participants who are eligible to study, one 
of the mentioned chapters will be opened in 
order. An example of this approach can be found 
in the Smilde et al. (14). In order to implement 
the random allocation process, a person other 
than the main researchers was used to create 
the random programme to reduce the possible 
fluctuations. Blinding methods were used to 
analyse the information so that the analyst did 
not know which test group and which control 
group.
After determining the intervention and 
control groups, depression and QOL scale was 
administered to the subjects in both groups and 
the subjects’ scores were collected in the pre-test. 
Then, 10 sessions of LT were administered to the 
intervention group subjects 3 times a week. Each 
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Pearson correlation coefficient. The assumptions 
raised in the study and the research questions 
that all of which were evaluated are as follows: 
i) The severity of depression in the intervention 
group after LT is less than the control group; 
ii) LT has an effect on reducing the average score 
of depression; iii) LT increases the QOL in the 
intervention group; iv) What is the relationship 
between the QOL of the elderly in both groups 
and demographic characteristics?; v) What is 
the relationship between the depression of the 
elderly in both groups with the demographic 
characteristics?; and vi) What is the relationship 
between QOL and depression in both groups?
Results
The results indicated that the majority 
of the study samples were in the intervention 
(35.55%) and control (37.77%) groups in the 
age range of 60–69 years. In this study, in both 
control and intervention groups, 31.11% of the 
study participants were male and 68.88% were 
female. Other individual characteristics of the 
units under study are listed in Table 1. The 
results of Table 2 show that in the intervention 
variable Cronbach’s alpha value of 0.77 to 0.90 
for different dimensions of the instrument 
(15), and also the validity and reliability of this 
scale have been repeatedly demonstrated by 
other Iranian researchers (15, 18). Besides, the 
Cronbach’s alpha value of the above-mentioned 
scale for the present study was 0.81. The 
questionnaire for depression assessment consists 
of 15 questions from the elderly’s standardised 
depression scale designed and validated for 
the assessment of depression in the elderly 
(19, 20). In this questionnaire, a score of 0–4 
indicates no depression, 5–8 mild depression, 
9–11 moderate depression and 12–15 severe 
depression. According to the study of Malakouti 
et al. (20), the instrument had a Cronbach’s 
alpha value of 0.9 and also its validity was 0.9 
by factor analysis. The Cronbach’s alpha value 
of this instrument was 0.88 in the present 
study, indicating that the instrument has good 
reliability.
Data Analysis
Data were analysed by SPSS/17 using 
descriptive statistics (frequency distribution 
table) and inferential statistical tests 
independent t-test, ANOVA, Chi-square and 
Out of (120)
Non-compliance with input criteria (82)
Refusal to participate in the study (135)
Other reasons (143)
Assigned to Intervention Group (45)
Received the assigned intervention (45)
Did not receive the assigned intervention (0)
Assigned to the control group (45)
Lack of cooperation to continue 
the study (0)
Analysed (45)
Failure to do analysis (0)
Analysed (45)
Failure to do analysis (0)
No follow-up (0)
Failure to continue the intervention (0)
Eligible people (570)
Random grouping (90)
Allocation
Enrollment
Follow up
Analyse
Figure 1. Sampling process of the elderly living in nursing homes
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control and intervention groups (P < 0.001). The 
mean score of dimensions of QOL after LT was 
higher than that before in the intervention and 
there was a statistically significant difference 
in all dimensions with paired t-test (P < 0.001). 
The total mean score of QOL dimensions 
for the intervention group was 47.15 (16.02) 
before the intervention, which increased to 
59.96 (17.58) after the intervention and the 
paired t-test showed a statistically significant 
group, the majority of the elderly (40%) had 
mild depression before LT, but they had 
normal depression scores and showed reduced 
depression symptoms after the intervention 
(66.66%). The results of Table 3 show that the 
mean scores of depression in the intervention 
group after LT were lower than those before the 
intervention and also the results of independent 
t-test showed a statistically significant difference 
before and after the intervention between the 
Table 1. Sample characteristics 
Variable
Control group Case group
n % n %
Age 60–69 17 37.7 16 35.5
70–79 13 28.8 14 31.1
80–89 10 22.2 10 22.2
90–99 5 11.1 5 11.1
Gender Female 31 68.8 31 68.8
Male 14 31.1 14 31.1
Marital status Single 2 4.4 3 6.6
Married 5 11.1 8 17.7
Divorced 6 13.3 8 17.7
Widow 32 71.1 27 60
Level of education Illiterate 25 55.5 12 26.6
Less than college 14 31.1 12 26.6
College or higher 6 13.3 5 11.1
Economic status Poor 14 31.1 18 40
Medium 14 40 25 55.5
Good 13 28.8 2 4.4
Satisfaction with nursing home Yes 12 26.6 15 33.3
No 10 22.2 14 31.1
Somewhat 23 51.1 16 35.5
Satisfaction with family members Yes 9 20 12 26.6
No 22 48.8 18 40
Somewhat 13 28.8 15 33.3
Previous job status Employee 15 33.3 14 31.1
Housewife 25 55.5 26 57.7
Worker 4 8.8 2 4.4
Self-employment 0 0 2 4.4
Farmer 1 2.2 0 0
Unemployed 0 0 1 2.2
Duration of stay in a nursing home Less than 1 year 7 15.5 8 17.7
1–5 years 15 33.3 13 28.8
More than 5 years 23 51.1 24 53.3
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improvement of QOL (21). The results of this 
study showed that before LT, the majority of 
the subjects in the intervention group (40%) 
had mild depression, which later most of 
the elderly had no symptoms of depression. 
Generally, laughter enhances physical, mental, 
emotional and mental health and frees one from 
mental stresses (22). The results of this study 
are in line with research on the effect of LT on 
psychological variables in the elderly population. 
According to the results of a cross-sectional 
study conducted in Qom, the rate of depression 
was 48.3% (23). In their study of the effect of 
LT on life expectancy in the elderly in Tehran, 
Madadi et al. (24) confirmed that LT had an 
impact on their life expectancy and depression. 
In another study, Khoushkonesh and Keshavarz 
(25) made emphasis on the effectiveness of 
happiness education on reducing anxiety and 
improving cognitive symptoms of depression 
like life expectancy and the relationship between 
happiness and mental health components in 
the elderly. In the study of Chiang et al. (26), 
the effect of memory telling and laughter was 
noted on the reduction of depression and feeling 
of loneliness. In addition, Shahidi et al. (27) 
difference (P < 0.001) (Table 4). There was a 
significant and inverse relationship between 
QOL and depression in the control (P < 0.001 
and r = −0.712) and intervention (P < 0.001 
and r = −0.76) groups. More precisely, QOL 
decreases with increasing depression. Pearson 
correlation coefficient showed that there was a 
direct and statistically significant relationship 
between QOL and sex, marital status, education 
level and economic status in both control and 
intervention groups (P < 0.001). The results 
of the Chi-square test and one-way ANOVA 
test also showed that there was a statistically 
significant difference between depression and 
sex, marital status, education level and economic 
status in both groups (P < 0.001).
Discussion
The purpose of this study was to determine 
the effect of LT on depression and QOL in the 
elderly living in sanatoriums. In this regard, 
it was found that LT had a significant role 
in reducing depression and enhancing QOL. 
LT is one of the most important methods 
of adjustment, reduction of depression and 
Table 2. Frequency of depression level before and after LT
Level of 
depression
Control group Case group
Before 
intervention
After 
intervention
Before 
intervention
After 
intervention
n % n % n % n %
Normal 21 46.6 20 44.4 13 28.8 30 66.6
Mild 14 31.1 15 33.3 18 40 11 24.4
Moderate 6 13.3 4 8.8 5 11.1 1 2.2
Major 4 8.8 6 13.3 9 20 3 6.6
Table 3. Comparison of mean depression scores before LT
Group Control Case
Statistical test
Independent 
t-test P
Depression
Stages
M  
(SD) n
95% CI for the 
mean difference M  
(SD) n
95% CI for the 
mean difference
1.53
df = 44 0.231
Upper 
bound
Lower 
bound
Upper 
bound
Lower 
bound
Before 
intervention
5.7 
(3.57)
45
1.86 −1.22
6.87 
(3.62)
45
−3.02 −5.58
After 
intervention
6.02 
(3.78)
45 2.57 
(2.35)
45 −5.22
df = 44 < 0.001
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to determine the QOL in the elderly in Shiraz 
found that there was a significant relationship 
between different dimensions of QOL and 
depression (33, 34). The mental dimension of 
the elderly’s life seems to play an important 
role in their QOL. Changes occurring in middle 
age also cause mental disorders (35). Pearson 
correlation coefficient revealed that there was a 
direct and statistically significant relationship 
between QOL and sex, marital status, education 
level, and economic status in the intervention 
and control groups. In this study, the mean 
score of overall QOL of men was higher than 
that of women. One reason may be that due to 
many child births, women may have various 
diseases such as osteoporosis when they become 
old, which can have a negative effect on their 
QOL. Other causes include the limited physical 
activity of women outside the home (before 
entering the sanatorium) and traditional beliefs 
that recognise women as caregivers for children 
and husbands, which can show differences in the 
QOL of men and women. Also, women’s more 
sensitivity to coping with adverse events and 
their menopausal period have been known to be 
effective in this regard. In the study of Min et al. 
(36) and Tajvar et al. (37), men had a better QOL 
than women. The isolated elderly had higher 
mean scores than the others (the single, married 
and deceased-spouse ones) because the isolated 
ones had accepted the accommodation in the 
sanatorium as they wished, and because the 
rest of them (the single, married and deceased-
spouse ones) did not enter the sanatorium 
voluntarily, the QOL of the isolated was higher 
than that of the others. The mean score of QOL 
conducted a study entitled ‘The effectiveness 
of LT on the enhancement of general health 
of the elderly’, whose results indicated that 
LT increased the level of general health and 
decreased the old men’s depression (27). The 
results of a study by Moshtagh et al. (28) in 
multiple sclerosis patients showed that LT 
reduced the severity of fatigue and depression 
in multiple sclerosis patients and also indicated 
that the mean score of depression severity 
decreased after LT. Besides, the results of studies 
of Chodzko-Zajko et al. (29) and Tseng et al. 
(30) showed that physical activity affects mood 
and motor and cognitive functioning. If aging 
is to be a positive event, a longer life should be 
accompanied by constant opportunities for 
health, participation and safety. Dynamic aging 
is the process of optimising opportunities for 
health, participation and security to enhance the 
QOL of the elderly. For dynamic health, QOL is 
an integral component (31). In the present study, 
the mean score of QOL dimensions after LT for 
the intervention group increased compared 
to the one before that. In their study on the 
patients’ population, Rad et al. (32) showed 
that patients in the LT group had a better QOL 
than those in the control group during the 
treatment. There was a significant and inverse 
relationship between the QOL and depression 
in the control group (P < 0.001 and r = −0.712) 
and intervention one (P < 0.001 and r = −0.76). 
More accurately, with increasing depression, 
QOL decreases. This finding is consistent with 
other studies including the study by Bazrafshan 
et al. (33) and Fleming et al. (34). For example, 
the study conducted by Bazrafshan et al. (33) 
Table 4. Comparison of elderly QOL dimensions 
Dimensions of QOL
Before 
intervention
After 
intervention
CI 95%for the 
mean difference Statistical test
M (SD) M (SD) Upper bound
Lower 
bound P
Independent 
t-test df
General health 35.81 (17.60) 42.20 (17.82) 13.93 1.15 > 0.001 1.69 44
Physical performance 46.54 (25.62) 56.42 (30.42) 21.86 2.1 > 0.001 1.64 44
Playing the physical role 51.32 (17.9) 65.23 (40.41) 27.23 0.59 > 0.001 2.08 44
Playing an emotional role 51.17 (17.1) 61.25 (16.65) 17.26 2.9 > 0.001 2.80 44
Social performance 58.49 (18.97) 69.54 (53.14) 28.05 5.95 > 0.001 1.3 44
Physical pain 52.36 (19.91) 45.41 (20.7) 1.69 15.59 > 0.001 44
Vital power and energy 49.98 (13.66) 52.61 (10.51) 7.81 2.55 > 0.001 1.01 44
General understanding of health 49.14 (17.21) 63.65 (42.63) 28.35 0.67 > 0.001 2.09 44
Overall mean dimensions of QOL 47.15 (16.02) 59.96 (17.58) 19.97 5.65 > 0.001 3.57 44
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Limitations 
One of the limitations of this study is the 
use of self-reporting tools, based on which 
the subjects may not be completely honest in 
expressing their problems and responding to 
questionnaires. Also, considering the point the 
present study is based on the elderly and that 
they have very different cultural, social and 
family backgrounds, it does place limitations on 
the generalisation of findings, interpretations, 
and aetiologies of the variables under study, 
which need to be taken into consideration. It is 
therefore suggested that future research be done 
on the elderly with more homogenous cultural, 
social and family settings.
Conclusion
With the increase in the population of the 
susceptible and vulnerable elderly group, as well 
as due to the importance of improving life and 
health in these individuals, health professionals 
should consider strategies to improve their 
QOL and reduce their psychological problems. 
According to the results of this study, a period of 
LT is one of the low-cost, safe, and non-invasive 
interventions that decrease the depression of the 
elderly by increasing endorphin and improving 
mood. Therefore, it is necessary that this 
treatment program be used to improve the QOL 
of the elderly.
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for the illiterate elderly was lower than that of the 
others (under high school diploma, diploma, and 
academic degree), which may be due to limiting 
them in sanatoriums because most of them have 
been transferred to the sanatoriums thanks to 
their families and relatives’ unwillingness to 
look after them, which affects them mentally and 
reduces significantly their QOL compared to the 
other groups. Besides, the mean score of QOL 
of the elderly with academic degrees was lower 
than that of the elderly with under high school 
diploma and diploma, which may be due to 
their lack of enjoying more facilities and factors 
affecting their QOL. The study by Ahangari et al. 
(38) showed that as education increases, QOL 
increases as well. In addition, according to the 
research findings, economically independent 
people had a higher QOL than the dependent 
ones, which was confirmed in the study of Habibi 
et al. (39) as well. In this study, depression 
was less prevalent in the female elderly, with 
numerous studies showing various results in 
this regard (40, 41). The less prevalence of 
depression in the Iranian female elderly may 
be attributed to the continuation of family life-
related activities, but, getting old gradually, the 
majority of men have been retired and gotten 
away from social activities and their colleagues, 
leading to a sense of inefficiency, loneliness, and 
inability, especially for those who consider their 
self-esteem and dignity dependent on work, 
which develops depression in them accordingly. 
The results of this study indicate that there is a 
higher prevalence of depression in the elderly 
with a high school diploma and lower compared 
to the ones with academic degrees. The results of 
the Alizadeh-Khoei’s (42) study on the Iranian 
elderly living in Australia also confirm this result. 
This result seems somewhat acceptable, since 
literate people are often able to access more 
information and information resources in any 
field, which affects their learning and improving 
skills or changing behaviours. The results of this 
study indicate a higher prevalence of depression 
in the elderly who were living alone due to the 
death of their spouse, divorce, or separation, 
which is consistent with other studies (40, 43). 
The results of the above studies indicate the 
impact of living alone on the level of depression 
in the elderly. The economic situation is effective 
on the elderly’s level of depression, as in the 
current study, the highest rate of depression was 
observed in those with poor economic status. 
www.mjms.usm.my 127
Original Article | Laughter therapy on depression and QOL of the elderly
5. Koenig HG, Cohen HJ, Blazer DG, Pieper C, Shelp 
F. Religious coping and depression among elderly, 
hospitalized medically ill. Spiritual needs pastoral 
services. Readings Res. 2010:255.
6. Ko Y-J, Hyun M-Y. Effects of laughter therapy 
on pain, depression, and quality of life of 
elderly people with osteoarthritis. J Korean 
Academy Psychiatric Mental Health Nurs. 
2013;22(4):359–367. https://doi.org/10.12934/
jkpmhn.2013.22.4.359
7. Ibrahim N, Din NC, Ahmad M, Ghazali SE, 
Said Z, Shahar S, et al. Relationships between 
social support and depression, and quality 
of life of the elderly in a rural community in 
Malaysia. Asia Pac Psychiatry. 2013;5:59–66. 
https://doi.org/10.1111/appy.12068
8. Walker SR, Rosser RM. Quality of life 
assessment: key issues in the 1990s. Springer 
Science & Business Media; 2012.
9. Kim H, Woo E, Uysal M. Tourism experience and 
quality of life among elderly tourists. Tourism 
Manage. 2015;46:465–476. https://doi.org/10 
.1016/j.tourman.2014.08.002
10. Ludianita O, Wulandari D, editors. The effect 
of laugh therapy on student’s anxiety of Islamic 
senior high school/Madrasah Aliyah Negeri 
3 Tulungagung. The 2nd Joint International 
Conferences; 2018.
11. Ei OH. Effects of laughter therapy on depression, 
quality of life, resilience and immune responses in 
breast cancer survivors. J Korean Academy Nurs. 
2011;41(3):285–293.
12. Smitha P. A study to assess the effectiveness of 
laughter therapy on quality of life among elderly 
at old age home Chennai. IJAR. 2017;3(9):437–
442.
13. Geier DA, Kern JK, Davis G, King PG, Adams 
JB, Young JL, et al. A prospective double-
blind, randomized clinical trial of levocarnitine 
to treat autism spectrum disorders. Int Med J 
Experimental Clin Res. 2011;17(6):PI15–PI23. 
https://doi.org/10.12659/MSM.881792
Funds
None.
Authors’ Contributions
Conception and design: MH, MG
Analysis and interpretation of the data: MH, MG
Drafting of the article: MH, MG, PR, SKA, KH
Critical revision of the article for important 
intellectual content: MH, MG, 
Final approval of the article: MH, MG, PR, SKA, 
KH
Correspondence
Dr Mansureh Ghodusi Borujeni 
MSc (Abadeh Branch, Islamic Azad University)
Young Researchers and Elite Club, 
Abadeh Branch, Islamic Azad University, 
Sahid Chamran Blvd, Abadeh, 
Fars, 73919-55838 Iran. 
Tel: +98 91 33804724
Fax: +98 71 44351077
E-mail: mghodosi@iauabadeh.ac.ir
References
1. Bekhet AK, Zauszniewski JA. Mental health 
of elders in retirement communities: Is 
loneliness a key factor? Arch Psychiatric Nurs. 
2012;26(3):214–224. https://doi.org/10.1016/ 
j.apnu.2011.09.007
2. Victor CR, Burholt V, Martin W. Loneliness 
and ethnic minority elders in Great Britain: an 
exploratory study. J Cross-Cultural Gerontology. 
2012;27(1):65–78. https://doi.org/10.1007/
s10823-012-9161-6
3. Mokhber N, Majdi M, Ali-Abadi M, Shakeri M, 
Kimiagar M, Salek R, et al. Association between 
malnutrition and depression in elderly people 
in Razavi Khorasan: a population based-study in 
Iran. Iranian J Public Health. 2011;40(2):67.
4. Rosas MM, Neyra OT. Prevalencia de 
depresión mayor en adultos mayores atendidos 
ambulatoriamente en un hospital de Lima 
Metropolitana/Prevalence of major depression 
in elder people attending a national hospital 
in Lima. Interacciones. Revista de Avances en 
Psicología. 2016;2(2):171–187. https://doi.org/ 
10.24016/2016.v2n2.35
Malays J Med Sci. Jul–Aug 2020; 27(4): 119–129
www.mjms.usm.my128
24. Madadi M, Khodabakhshi KA. Efficacy of Kataria 
group laughter therapy and physical activity on 
hope and meaningfulness in life among elderlies 
in Tehran. Iranian J Rehabilitation Rese Nurs 
2016;2(4):40–48.
25. Khoush KAG, Keshavarz AH. The relationship 
between the happiness and mental health. J Clin 
Psychology Andishe Va Raftar. 2008;2(7):41–52.
26. Chiang KJ, Chu H, Chang HJ, Chung MH, Chen 
CH, Chiou HY, et al. The effects of reminiscence 
therapy on psychological well-being, depression, 
and loneliness among the institutionalized aged. 
Int J Geriatric Psychiatry. 2010;25(4):380–388. 
https://doi.org/10.1002/gps.2350
27. Shahidi M, Mojtahed A, Modabbernia A, 
Mojtahed M, Shafiabady A, Delavar A, et al. 
Laughter yoga versus group exercise program 
in elderly depressed women: a randomized 
controlled trial. Int J Geriatric Psychiatry. 
2011;26(3):322–327.
28. Moshtagh EZ, Naghavi B, Rashvand F, Alavi MH, 
Bana DH. Effects of humor therapy on fatigue and 
depression of multiple sclerosis (MS) patients. 
Advances Nurs Midwifery. 2010;20(70):7–11.
29. Chodzko-Zajko WJ, Proctor D, Singh MF, Minson 
C, Nigg C, Salem G, et al. Physical activity for 
older adults. Med Sci Sports Exercise. 2009.
30. Tseng C-N, Gau B-S, Lou M-F. The effectiveness 
of exercise on improving cognitive function in 
older people: a systematic review. J Nurs Res. 
2011;19(2):119–131. https://doi.org/10.1097/
JNR.0b013e3182198837
31. Ciorba A, Bianchini C, Pelucchi S, Pastore A. 
The impact of hearing loss on the quality of life 
of elderly adults. Clin Interv Aging. 2012;7:159. 
https://doi.org/10.2147/CIA.S26059
32. Rad M, Borzoee F, Mohebbi M. The effect of 
humor therapy on fatigue severity and quality of 
life in breast cancer patients undergoing external 
radiation therapy. J Adv Med Biomed Res. 
2016;24(103):102–114.
33. Bazrafshan MR, Hosseini M, Rahgozar M, 
Sadat Madah B. Quality of elderly's life in 
Shiraz, Jahandidegan Club. Iranian J Ageing. 
2008;3(1):33–41.
14. Smilde TJ, van Wissen S, Awollersheim H, 
Trip MD, Kastelein J, Stalenhoef AF. Effect of 
aggressive versus conventional lipid lowering 
on atherosclerosis progression in familial 
hypercholesterolemia (ASAP): a prospective, 
randomised, double-blind trial. Lancet. 
2001;357(9256):577–581. https://doi.org/10 
.1016/S0140-6736(00)04053-8
15. Delavar A, Saeed-O-Zakerin M. Instrument 
development to measure elderly health-
related quality of life (EHRQoL). Hakim Res J. 
2012;15(1):30–37.
16. Heravi-Karimooi M, Rejeh N, Montazeri A. 
Health-related quality of life among abused and 
non-abused elderly people: a comparative study. 
Payesh. 2013;12(5):479–488.
17. Kakhki AD, Saeedi JA, Delavar A. Tools for 
measurement of health status and quality of 
life of elderly people. Pejouhesh dar Pezeshki. 
2009;33(3).
18. Hekmatpou D, Jahani F, Behzadi F. Study the 
quality of life among elderly women in Arak in 
2013. J Arak Uni Med Sci. 2014;17(2):1–8.
19. Nyunt MSZ, Fones C, Niti M, Ng T-P. Criterion-
based validity and reliability of the Geriatric 
Depression Screening Scale (GDS-15) in a 
large validation sample of community-living 
Asian older adults. Aging Ment Health. 
2009;13(3):376–382. https://doi.org/10.1080/ 
13607860902861027
20. Malakouti K, Fathollahi P, Mirabzadeh A, 
Salavati M, Kahani S. Validation of geriatric 
depression scale (GDS-15) in Iran. Res Med. 
2006;30(4):361–369.
21. Mora-Ripoll R. The therapeutic value of 
laughter in medicine. Altern Ther Health Med. 
2010;16(6):56–64.
22. Hirosaki M, Ohira T, Kajiura M, Kiyama M, 
Kitamura A, Sato S, et al. Effects of a laughter 
and exercise program on physiological and 
psychological health among community-dwelling 
elderly in Japan: randomized controlled trial. 
Geriatr Gerontol Int. 2013;13(1):152–160. 
https://doi.org/10.1111/j.1447-0594.2012.00877.x
23. Nejati V. Assessing the health status of elderly 
people in the province of Qom (2007). J Qazvin 
Uni Med Sci. 2009;13(1):67–72.
www.mjms.usm.my 129
Original Article | Laughter therapy on depression and QOL of the elderly
40. Papadopulos F, Petridou E, Argyropoulous S, 
Kontaxakis V, Dessypris N, Anastasiou A, et al. 
Prevalence and correlates of depression in late 
life: a population based study from a rural Greek 
town. Int J Geriatr Psychiatry. 2005;20(4):350–
357. https://doi.org/10.1002/gps.1288
41. Rajkumar A, Thangadurai P, Senthilkumar P, 
Gayathri K, Prince M, Jacob K. Nature, prevalence 
and factors associated with depression among 
the elderly in a rural south Indian community. 
Int Psychogeriatrics. 2009;21(2):372–378. 
https://doi.org/10.1017/S1041610209008527
42. Alizadeh-Khoei M. Assessing factors in utilisation 
of health services and community aged care 
services by the Iranian elderly living in the Sydney 
metropolitan area: acculturation aged care. 
University of Sydney; 2008.
43. Gao S, Jin Y, Unverzagt FW, Liang C, Hall KS, 
Ma F, et al. Correlates of depressive symptoms in 
rural elderly Chinese. Int Geriatric Psychiatry. 
2009;24(12):1358–1366. https://doi.org/10 
.1002/gps.2271
34. Fleming DA, Sheppard VB, Mangan PA, Taylor 
KL, Tallarico M, Adams I, et al. Caregiving 
at the end of life: perceptions of health care 
quality and quality of life among patients 
and caregivers. J Pain Symptom Manage. 
2006;31(5):407–420. https://doi.org/10.1016/j.
jpainsymman.2005.09.002
35. Apidechkul T. Comparison of quality of life and 
mental health among elderly people in rural and 
suburban areas, Thailand. Southeast Asian J Trop 
Med Public Health. 2011;42(5):1282.
36. Min SK, Kim K, Lee C, Jung YC, Suh SY, Kim 
DK. Development of the Korean versions of 
WHO Quality of Life scale and WHOQOL-
BREF. Quality Life Res. 2002;11(6):593–600. 
https://doi.org/10.1023/A:1016351406336
37. Tajvar M, Arab M, Montazeri A. Determinants 
of health-related quality of life in elderly in 
Tehran, Iran. BMC Public Health. 2008;8(1):323. 
https://doi.org/10.1186/1471-2458-8-323
38. Ahangari M, Kamali M, Arjmand Hesabi M. 
Quality of elderly’s life in Tehran senile culture 
house clubs. Iranian J Ageing. 2007;2(1):182–
189.
39. Habibi A, Nikpour S, Seiedoshohadaei M, 
Haghani H. Quality of life and status of physical 
functioning among elderly people in west region 
of Tehran: a cross-sectional survey. Iran J Nurs. 
2008;21(53):29–39.
